The aim of our study was to determine if there was an association between the number of tonsillectomies performed and the number of admissions for tonsillitis and peri-tonsillar abscesses in Northern Ireland. Using a computer-aided system data was collected and analyzed for all tonsillectomies performed within the Southern Trust from 1994 until 2012, and compared to the admission rate for tonsillitis and peritonsillar abscesses during the same time period.
From 1994 until 2001 the number of tonsillectomies performed decreased from 1,235 to 497 per year, while the number of admissions for tonsillitis and peri-tonsillar abscesses increased from 226 to 452 per year. The decrease in the number of tonsillectomies performed was largely attributed to financial constraints and waiting-list times within the Trust. From 2001 until 2012 the number of tonsillectomies performed increased from 497 to 973 per year, while the number of admissions for tonsillitis and peritonsillar abscesses decreased from 452 to 239 per year. Our results show a general trend between the decreasing number of tonsillectomies performed and an increased number of admissions for tonsillitis and peri-tonsillar abscesses, and vice-versa, over the 18 year period assessed (figure 1). Studies in England and Wales have shown similar results with admissions for tonsillitis increasing over the last decade while the number of tonsillectomies has generally declined. 3, 4 With ever increasing pressure on governments to curtail spending in healthcare budgets it is important for both doctors in primary and secondary healthcare practices to be aware of the potential impact on the quality of life of their patients from reducing the number of operations performed that are deemed "ineffective" by government. The impact of tonsillitis and peri-tonsillar abscesses on both the patients' quality of life and the economy is considerable with the debilitating nature of these conditions resulting in an average of 35 million days being lost from school and work in the UK each year 2 .
Effective referral and selection practices are essential for members of the medical profession to justify the procedures they perform and ensure autonomy of our practice is continued and not dictated by government budgetary policies. Evidencebased national guidelines are available to aid clinicians in identifying patients who are suitable for referral and would benefit most from surgery across a number of specialities 5 . Within Otorhinolaryngology increasing the annual number of tonsillectomies performed in selected patient groups is likely to result in an overall decreased number of hospital admissions for tonsil-related pathology and potential cost savings as a result.
The authors have no conflict of interest. closed talar dIslocatIon after low energy trauma editor, abstract A closed dislocation of the talus, without fracture, occurring after low energy trauma is extremely rare. We report our experience of a 47 year old gentleman who presented with a closed posteromedial dislocation of his talus following forced pronation of his foot while playing football. This was reduced urgently in the Emergency Department under conscious sedation and managed in a short leg cast for 6 weeks. Early CT imaging revealed osteochondral injury to the talar dome, not visible on plain radiographs. There are few reported The Ulster Medical Journal www.ums.ac.uk cases in the literature and no guidelines regarding the optimal method of treating this injury. We advocate attempted urgent reduction to preserve function and early CT imaging to assess for injuries that are not apparent on plain radiographs.
case report
A 47 year old gentleman presented to our Emergency Department (ED) after sustaining a forced pronation of his foot while playing football. Clinical examination in the ED revealed a closed deformity of the ankle with tense skin over the medial aspect.
Plain radiographs revealed a postero-medial dislocation of the talus with no obvious associated fracture (Fig1a). He underwent urgent closed reduction under conscious sedation in the ED. Reduction occurred relatively easily on the first attempt and was confirmed with plain radiographs (Fig1b).
A short leg cast was applied for six weeks. Outpatient CT scan at two weeks revealed an osteochondral injury to the midlateral talar dome with resultant small intra-articular loose body.
Fig1a
Fig1b.
dIscussIon
Complete dislocation of the talus is an extremely rare injury that normally occurs after high energy trauma 1, 2 and most reported cases are open injuries.
Total talar dislocation is thought to be the endpoint of maximum pronation or supination coupled with a plantarflexion force placed across it 4 . Forced supination will cause antero-lateral dislocation (most common) and pronation will dislocate postero-medially 3 . Leitner 5 described a three-stage mechanism of dislocation; firstly dislocation of the subtalar joint, followed by talonavicular and then total extrusion as supination or pronation forces progress. De Palma 9 suggested that final functional outcome may also be related to the direction of dislocation. While medial dislocations generally have good outcomes, lateral dislocations have been associated with the more significant disability. These injuries are most commonly complicated by Avascular necrosis (AVN), post traumatic arthritis and infection.
summary
Closed dislocation of the talus is an extremely rare injury. We advocate early attempted reduction under sedation in the ED, thus preserving talar blood supply, before considering surgery, and routine early CT scanning to look for osteochondral injury not seen on plain radiographs. Figure 1a ).
Inpatient OGD demonstrated submucosal tumour of the stomach, and MRI of the abdomen confirmed the liver lesions and a 4.4 cm lesion arising from the stomach (Figure 1b) . Examination of core liver biopsies revealed metastasis from a GIST thought to be of gastric origin. Tumour cells showed positive immunoreactivity for c-Kit, DOG1 and CD99. Mutational analysis demonstrated it was wild type for c-Kit, platelet-derived growth factor receptor α (PDGFRA) and B-Raf. A diagnosis of GIST, stage 4 was concluded.
A repeat MRI scan at 25 weeks gestation demonstrated rapid progression of the tumour within the stomach and liver. Subsequently, treatment with Imatinib was commenced.
The patient reported increasing pain due to pressure exerted by the gravid uterus on her liver. Antenatal steroids were administered at 28 weeks gestation and an elective caesarean section was performed. A live male infant was delivered weighing 1200g. He was transferred to the neonatal intensive care unit where he remained for six weeks. Our patient was admitted to the palliative care unit for symptom control.
dIscussIon
Discerning a diagnosis of GIST in pregnancy is difficult as symptoms mimic complaints associated with uncomplicated pregnancy. Lesions are found most commonly in the stomach (50%) however they may arise throughout the GIT. 1 Due to the potential risk of fetal carcinogenesis, MRI is the preferred investigative method in pregnancy. 2 We note little consensus as to how these women should be managed. Primary surgical resection forms the mainstay of treatment for limited disease; more recently, Imatinib mesylate, a targeted molecular therapy which inhibits the KIT receptor tyrosine kinase, has improved management of GIST in patients expressing KIT or PDGFRA mutations. 3 Tumour response to Imatinib is poor in patients with wildtype GIST. Nilotinib, a second generation tyrosine kinase inhibitor has been developed to overcome Imatinib resistance. Trials examining its effectiveness as a first-line treatment for patients with metastatic or inoperable GISTs are ongoing. 4 The effects of Imatinib in pregnancy are largely unknown; Pye et al report 180 cases of women on Imatinib for treatment of chronic myeloid leukaemia in pregancy. Outcome data for 125 cases were known (69%); there were eight live births and one stillbirth with congenital abnormalities. Three infants There have been increased reports linking the use of Proton Pump Inhibitor Drugs (PPIs) to electrolyte disturbance. We report a case of a 71 year old lady who was troubled by intermittent pins and needles for six months before she was found to be severely hypocalcaemic. Further investigations suggested that her low calcium level was secondary to hypomagnesemia which, in turn, was secondary to treatment with Omeprazole.
case report:
A 71 year old woman was referred to hospital after she was found to be severely hypocalcaemic by her General Practitioner (GP She was initially treated with intravenous magnesium and calcium supplements, and oral potassium. Following correction of her magnesium levels she became hyperkalemic with potassium of 6.3mmol/L. Her Ramipril was therefore stopped. When her electrolyte levels were normalised her tingling stopped. Further investigations showed a vitamin D level of 13nmol/L (<25 is defficient), a parathormone level of 65pg/ml (15-65), a negative coeliac screen, and a normal vitamin B12 and folate levels.
Her medications review raised the possibility that Omeprazole was causing her electrolyte disturbances. She had been on Omeprazole for six years. This was changed to Ranitidine during her admission.
She was discharged home on calcium and vitamin D supplements.
Her electrolytes were repeated two months following her discharge and they were all in the normal range.
dIscussIon:
The patient's electrolyte abnormalities resolved after Omeprazole was withdrawn. There have been previous reports linking Omeprazole and other PPIs to electrolyte disturbance 1, 2 . The presumed mechanism is impaired intestinal absorption since urinary magnesium excretion is usually appropriately low 1 . The resulting hypomagnesaemia may cause hypoparathyroidism, hypocalcaemia, and hypokalaemia
.
The symptoms of magnesium deficiency relate to the central role of magnesium in ATP metabolism and neuromuscular transmission 2 . However, symptomatic magnesium depletion is often associated with multiple biochemical abnormalities such as hypokalemia, hypocalcemia, and metabolic alkalosis 3 .
As a result it is often difficult to ascribe specific clinical manifestations solely to hypomagnesemia 3 . The organ systems commonly affected by magnesium deficiency are the cardiovascular system and the central and peripheral nervous systems 4 . The U.S Food and Drug Administration currently recommends that healthcare professionals should consider obtaining serum magnesium levels prior to initiation of PPIs treatment and checking levels periodically thereafter for patients expected to be on prolonged treatment or who take PPIs with medications such as Digoxin or drugs that may cause hypomagnesaemia (e.g. diuretics) 5 .
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